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Abstract: Background. Enabling women to make informed decisions is a crucial component 
of consumer-focused maternity care. Current evidence suggests that health care practitioners’ 
communication of care options may not facilitate patient involvement in decision-making.  
The aim of this study was to investigate the effect of specific variations in health caregiver 
communication on women’s preferences for induction of labor for prolonged pregnancy. 
Method. A convenience sample of 595 female participants read a hypothetical scenario in 
which an obstetrician discusses induction of labor with a pregnant woman. Information 
provided on induction and the degree of encouragement for the woman’s involvement in 
decision-making was manipulated to create four experimental conditions. Participants 
indicated preference with respect to induction, their perceptions of the quality of information 
received, and other potential moderating factors. Results. Participants who received 
information that was directive in favor of medical intervention were significantly more likely 
to prefer induction than those given nondirective information. No effect of level of 
involvement in decision-making was found. Participants’ general trust in doctors moderated 
the relationship between health caregiver communication and preferences for induction, such 
that the influence of information provided on preferences for induction differed across levels 
of involvement in decision-making for women with a low trust in doctors, but not for those 
with high trust. Many women were not aware of the level of information required to make an 
informed decision. Conclusions. Our findings highlight the potential value of strategies such 
as patient decision aids and health care professional education to improve the quality of 
information available to women and their capacity for informed decision-making during 
pregnancy and birth. (BIRTH 39:3 September 2012) 
 
Keywords: Informed decision-making, consumer-focused maternity care, health care 
provider communication, induction of labor 
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It is now widely accepted that effective health care decision-making requires involvement by 
both patients and their health care practitioners, each of whom has unique knowledge and 
skills to contribute to the decision-making process (1).   
For patients, effective health care decision-making involves weighing up and 
considering how they value each existing care alternative and having as great a role in the 
decision-making process as they desire (2). Patient involvement in this process can range 
from shared decision-making, in which equal patient/caregiver partnerships exist, to an 
informed decision-making model, where patients take on a greater portion of decisional 
responsibility (3). Health care practitioners can facilitate effective patient involvement by 
providing quality, unbiased information relevant to all health care options, and by actively 
supporting and assisting patients’ preferred level of involvement in decision-making (4, 5).   
Several population-level surveys of maternity care consumers in Australia, the United 
Kingdom, and the United States have demonstrated that women undergoing obstetric 
procedures and treatments are often poorly informed, agree with practitioners’ predetermined 
decisions, or both rather than having an active say in the care they receive (6-8).  In one such 
Australian survey, rates of informed decision-making varied considerably by type of 
procedure, with informed decisions reportedly being made by 50 percent of women for a 
planned cesarean delivery, 20 percent for an unplanned cesarean, and 30 percent for an 
induction of labor (7).  
Caregiver behavior that may act as a barrier to women’s involvement in maternity care 
decision-making and its effect on decision outcomes has been documented in several studies 
(9-11). Providing quality and unbiased information about all available options and their 
associated outcomes is a crucial step in allowing women to make informed maternity care 
decisions (4, 5, 12).  However, caregivers often use directive communication methods that 
either downplay the risks of medical interventions or emphasize the risks of alternatives, 
  
4
biasing women’s decisions in favor of medical intervention by positioning it as the only 
sensible option (9). For example, when asked to recall information given by their practitioner 
about the risks and benefits of cesarean delivery, women who report receiving less 
information about the risks are more likely to prefer to have a cesarean birth than those who 
receive more information (10).  
The caregiver’s encouragement of a woman’s involvement in decision-making is also 
likely to influence decisions. Many women want to be involved in pregnancy-related 
decisions and are significantly more satisfied with their care when their involvement is high 
(13). The use of decision aids to facilitate patient involvement in decision-making through 
nondirective and comprehensive information delivery has also been shown to reduce the 
likelihood of patients choosing invasive elective surgery (14).  Nevertheless, outcomes are 
affected more by the orientation of a particular practitioner or setting than by characteristics 
or preferences of the individual patient (9). Even when provided with adequate information 
that could support shared decision-making, patients report feeling coerced into treatment 
options that are their doctor’s preference and find it difficult to express their own preferences 
if contrary to those of their practitioner (9).  
Despite descriptive evidence for less-than-optimal involvement by women in decision-
making and practitioner communication in pregnancy, labor, and birth, little is known about 
the potential large-scale effect of specific features of practitioner communication on patient 
decisions. This study experimentally tested how specific variations in practitioners’ 
communication influenced women’s preferences for induction of labor for prolonged 
pregnancy. The decision about whether or not to have an induction of labor for a prolonged 
pregnancy is ‘preference-sensitive’ (15), as it depends on the degree to which individual 
women value the various outcomes associated with induction, and its alternative, expectant 
management (16, 17). Specifically, we aimed to test the effect of, first, variations in 
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information provision about the possible outcomes of induction, and second, encouragement 
for women’s role in the decision-making process, on women’s preferences for induction of 
labor. We hypothesized that communication not conducive to a shared decision-making 
model (i.e., directive information provision and not encouraging the woman’s involvement) 
would increase uptake of the proposed procedure. A secondary aim was to determine the 
moderating effects of women’s characteristics that may increase or decrease vulnerability to 
variations in practitioner communication, including prior knowledge about induction of labor, 
perceived risk of childbirth, and general trust in doctors. The relative importance of all 
manipulated and measured variables at predicting preferences for induction, and perceived 
adequacy of information received on induction, were also assessed. 
Methods 
Design 
We used a 2 (information) x 2 (role in decision-making) experimental design, in which 
information delivery was either nondirective or directive, and the role in decision-making 
was characterized by the woman’s choice or her compliance. Combinations of these variables 
resulted in four conditions (Table 1), and the primary outcome was women’s preferences for 
induction of labor. The study was approved by the relevant university ethics review board. 
 
Procedure 
Participants were recruited by means of email to take part in an online questionnaire about 
‘Women’s Preferences for Labour and Birth.’  Email addresses were sourced from a database 
of women who had agreed to be contacted for future research about maternity care, various 
list-serves, and website forums. Participants were eligible to participate if they were female, 
at least 18 years of age, and not currently pregnant. 
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Women who consented to take part were asked questions assessing demographic 
characteristics and previous induction of labor knowledge, then provided with one of four 
vignettes (allocated via computer randomization) telling the story of a fictional couple who 
were pregnant with their first child, and attending their 41-week obstetrician appointment.  
The couple are offered an induction of labor at between 41 and 42 weeks’ gestation, and are 
presented with additional induction information by their obstetrician that varied according to 
the experimental condition (see Table 1 and Appendix A for specific scenario descriptions).   
Information (nondirective vs directive) was manipulated by varying the degree of bias 
in communicating information about possible outcomes of induction. In directive information 
conditions, only information that highlighted possible benefits of induction was presented, 
including statements communicating an increase in perinatal mortality after 42 weeks’ 
gestation (18) and the reduced rate of meconium aspiration syndrome in pregnancies 
routinely induced between 41 and 42 weeks’ gestation (19). In nondirective information 
conditions, the following information was presented in addition to the abovementioned 
potential benefits: (i) quantification of estimated occurrence (using percent rates) of perinatal 
mortality if women are not routinely induced (19); (ii) the accuracy of due date estimation 
(20)  and the extent of normal variation from estimates; (iii) more intense contractions (21), 
higher rate of epidural use in women who undergo an induction (22), and possible 
implications of epidural use (23); (iv) likelihood of having continuous electronic fetal 
monitoring (24) and its possible implications (25, 26); and (v) potential implications of failed 
induction (i.e., emergency cesarean delivery) (24). 
Role in decision-making (choice vs compliance) was manipulated by varying the 
degree to which the participant was provided with an opportunity to be involved in the 
decision-making process about having or not having an induction of labor. In ‘choice 
conditions’ the obstetrician provided an alternative management to induction (expectant 
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management or ‘watch and wait’ approach) and encouragement to consider available options. 
In ‘compliance’ conditions the obstetrician provided no alternative option to induction, and 
asked for consent to arrange an induction (Table 1). 
After presentation of the vignette, participants were asked questions about preference 
for induction on behalf of the woman in the scenario, perceptions of information quality, and 
their views on medicalization of childbirth and trust in doctors. 
On completion, all participants were debriefed on the main research aims, and were 
provided with the information included in the nondirective choice condition (the most 
complete set of information).  Participants were also provided with contact information for 
further support services if they experienced distress as a result of their participation. An 
external link was provided if they were interested in entering a prize draw to thank them for 
their contribution.  
Measures 
Preferences for induction of labor.  Participants were asked, ‘Knowing what you know now, if 
you were in Jessica’s position, would you have an induction of labour in the next day or 
two?’ (Yes/No).  
Prior knowledge, views on the medicalization of childbirth, and trust in doctors. Prior 
knowledge on induction was measured by the single, open-ended question ‘What do you 
know about induction of labour? Please type any information or opinions you may have in 
the box below.’  Responses were coded as either ‘no prior knowledge or opinions’ or ‘any 
degree of knowledge or opinion.’ 
Participants’ views on the medicalization of pregnancy and childbirth (perceived risk 
and acceptance of technology) were measured using items originally created by McClain 
(1983) (27) and later adapted by Howell-White (1997) (28). This 6-item scale has been 
previously shown to have adequate internal consistency (alpha = 0.71). The current study 
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used an adapted version of Howell-White’s scale, which contained 5 items (e.g., It is best for 
first time mothers to have obstetricians and a hospital birth), to which participants responded 
on a 5-point Likert scale (‘1 = Strongly disagree’ to ‘5 = Strongly agree’).  This 5-item scale 
had high internal consistency (alpha = 0.86). Responses were averaged for each participant, 
resulting in a possible overall score of 1 to 5. Scale scores were categorized into two groups: 
those with a medicalized view of childbirth (average score of 1.00 – 3.00) and those with a 
nonmedicalized view of childbirth (average scale score of 3.01 – 5.00). Scale items were 
randomly presented to prevent selective item response bias attributable to order of 
presentation. 
 Participants’ level of trust in doctors was measured on an 11-item scale (e.g., 
Sometimes doctors care more about what is convenient for them than about their patients’ 
medical needs), created by Hall et al (2002) (29).  This scale was previously shown to have 
high internal consistency (alpha = 0.89), which was maintained in the current study sample 
(alpha = 0.89). Participants responded to items on a 5-point Likert scale (‘1 = Strongly 
disagree’ to ‘5 = Strongly agree’), and their individual responses were averaged to create a 
single scale score (range of 1-5). Overall scores were categorized into two groups: those with 
low trust in doctors (average score of 1.00 – 3.00) and those with high trust in doctors 
(average score of 3.01 – 5.00). Scale items were presented in random order. 
Awareness of information quantity.  Participants were asked ‘Do you believe Jessica 
and her husband had enough information regarding induction of labour to make an informed 
decision?’ If they answered ‘no,’ participants were asked to suggest additional information 
that they believe should have been provided. 
Demographic information. Participants were asked to report demographic 
characteristics (age, country of birth, language, Aboriginal or Torres Strait Islander status, 
highest level of education), using items adapted from Australian Bureau of Statistics census 
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(30). Participants were also asked whether they had previously given birth, and if so, whether 
they had experienced an induction of labor. 
Data Analysis 
Participants’ demographic details were compared with those of all women who gave birth in 
Australia in 2007 (31) to determine the generalizability of the study sample.  Binary logistic 
regression analyses were conducted to assess the individual and interactive effects of 
information (nondirective vs directive) and role in decision-making (choice vs compliance) 
on participants’ preferences for induction of labor. For each potential moderator (prior 
knowledge, views on childbirth medicalization, and trust in doctors), all variables 
(information, role in decision-making, moderator variable) were entered simultaneously into 
a logistic regression model to test for any significant interaction effects. Alpha was set to 0.05 
for all analyses.  
Results 
Sample 
The final sample of 595 participants included women aged between 19 and 71 years.  Of 
these women, 79 percent were Australian born and 98 percent reported speaking the English 
language at home. Most participants (79%) had previously given birth, 39 percent of whom 
had experienced an induction of labor.  The study sample was significantly older, less likely 
to be Aboriginal or Torres Strait Islander (ATSI), and more likely to have experienced a 
previous birth than all birthing women in Australia (Table 2). 
Preferences for Induction of Labor 
Overall, 32 percent of participants preferred induction of labor.  Similar rates of preference 
for induction were found between participants with and without at least one previous birth, 
and between participants who had and had not previously been induced. Preferences for 
induction by experimental condition are detailed in Table 3. Together, information and role in 
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decision-making significantly predicted preferences for induction of labor (Cox & Snell R² = 
0.07, χ² [2] = 42.38, p<0.001). 
Information (nondirective vs directive) significantly predicted preferences for induction 
of labor.  The odds of preferring induction were significantly greater for those who received 
directive information (44.4%) than for those who received nondirective information (19.9%)  
(Fig. 1, Table 4). Role in decision-making (choice vs compliance) did not significantly 
predict preferences for induction of labor, and there was no significant information with 
respect to role in decision-making interaction (Fig. 1).  
Prior Knowledge, Views on the Medicalization of Childbirth, and Trust in Doctors 
Prior knowledge. Most respondents (n = 433, 72.8%) reported prior knowledge on induction. 
No significant main effect was found of prior knowledge or interaction among prior 
knowledge, information, and role in decision-making (Table 4).  
Views on the medicalization of childbirth. Most participants (n = 353, 61.2%) had a 
medicalized view of childbirth, and they were significantly more likely to prefer induction 
than those with nonmedicalized views of childbirth (Table 4). No significant interaction 
effect was found in participants’ views on the medicalization of childbirth, information, and 
role in decision-making (Table 4).  
Trust in doctors. Most participants (n = 425, 72.6%) had low trust in doctors, and they 
were significantly less likely to prefer induction than those with high trust in doctors (Table 
4). A significant three-way interaction was found among trust in doctors, information, and 
role in decision-making (Table 4). For those with low trust in doctors, directive information 
increased the likelihood of preference for induction compared with nondirective information 
for those in the compliance conditions (OR = 5.35, 95% CI = 2.56-11.17, p < 0.001), but not 
for those in the choice conditions (OR = 1.75, 95% CI = 0.83-3.72, p = 0.145). For 
participants with high trust in doctors, directive information resulted in significantly greater 
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preferences for induction than nondirective information, and this significant difference 
existed for both the compliance (OR = 5.60, 95% CI = 2.02-15.52, p = 0.001) and the choice 
conditions (OR = 16.00, 95% CI = 4.27-59.93, p < 0.001) (Fig. 2 a and b)). 
Relative Contribution of Variables 
When all variables with significant main effects were entered into a multivariate logistic 
regression model, information, views on the medicalization of childbirth, and trust in doctors 
were all significant and relatively equal predictors of preference for induction (Table 4). 
Awareness of Information Quantity 
Overall, 37 percent of participants believed that the woman had been provided with enough 
information on induction. Of those given directive information, 22.3 percent believed that 
enough information had been provided. Among those given nondirective information, 51.5 
percent believed enough information had been provided. 
The information women want to receive. Many women made detailed suggestions about 
information on induction that they thought should have been provided, most of which were 
consistent with notions of informed decision-making, including more detailed information on 
the risks and benefits of the procedure and possible alternatives.  Some women also 
commented that they would like to have received information on less medicalized induction 
methods, regardless of their proved effectiveness: 
Jessica and her husband could have been informed about other less invasive options such as 
acupuncture, increased safe physical activity, eating a hot curry, etc.  Whether they are proven or 
not to be successful, as long as they are not harmful, why not give them a go? (45-year-old 
woman, previous birth/s) 
 
Should be encouraged to consider alternatives, not necessarily given detailed information about the 
alternatives, but at least be told there are options that some people consider, i.e.,  acupuncture, 
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homeopathy, massage, emotional balancing, counselling, doula services. (29-year-old woman, 
previous birth/s) 
Some participants who had personally experienced induction commented on the lack of 
information and choice they had received themselves, suggesting that some women 
experience care that does not prioritize informed decision-making about induction of labor: 
...Unfortunately, I had my 'membranes stripped' without being told why or given any information.  
It was only afterwards that he mentioned the name of what he had done (I looked it up) - and that I 
could go into labour soon (which I did).   (43-year-old woman, previous induction/s) 
 
My first (and currently only) child was induced.  I know everything now, but didn't have much of 
an idea before it actually happened.  I believe in certain circumstances it is very necessary, but 
more unbiased information needs to be available.  Obstetricians need to be more forthcoming with 
information especially to first time mothers instead of waiting for us to ask the questions -- it is 
hard to ask a question about something that is so foreign to you. (30-year-old woman, previous 
induction/s) 
Discussion 
Several studies have described patient involvement in maternity care decision-making, yet 
experimental evidence for the role of specific aspects of the practitioner’s communication in 
women’s decision-making has been lacking. We found that women who were given directive 
information in favor of medical intervention (induction) were more likely to prefer the 
procedure than women presented with comparatively nondirective information.  These effects 
were consistent regardless of women’s prior knowledge of induction or their own views on 
the medicalization of childbirth. The capacity for women to make informed decisions is 
compromised when they are given directive (and therefore partial) information.  In such 
instances, decision outcomes may be inconsistent with what women value and have been led 
to expect of their birth experience, which is undesirable in any health scenario.  
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Adding to the effects of information type on preferences for induction, 22 percent of the 
study participants who received directive information believed that the woman had been 
given enough information to make an informed decision. These findings suggest that some 
women are unaware of what constitutes ideal nondirective information provision. For these 
women, directive information provision by health caregivers may go undetected and be 
particularly influential on decision-making.  
Women with low trust in doctors were less influenced by directive practitioner 
communication than women with high trust in doctors. Although low trust may be a 
protective factor in the event of biased practitioner communication, it is also likely to be 
detrimental to women’s future experiences and may lead to negative interactions with health 
care providers (32). Furthermore, although less affected by directive information overall, it is 
interesting that women with a low trust in doctors who received directive information were 
susceptible to the effects of compliance-seeking approaches to decision-making. Further 
research to investigate how women’s trust in their specific maternity practitioner influences 
decision-making and how practitioner communication that facilitates informed decision-
making may positively influence levels of women’s trust would be useful. 
We were not only able to determine the independent effects of information provision, 
but also the relative importance of both patient and health system variables in predicting 
preferences for induction. Women’s views on childbirth medicalization and their general trust 
in doctors (patient preferences) significantly predicted preferences for induction after 
accounting for information provision, and to an equal extent. A pregnant woman's acceptance 
of technology in pregnancy and childbirth in general and her degree of confidence in the 
medical profession are therefore likely to influence her decisions toward medical intervention 
as much as the way information is communicated about her options and the possible 
consequences of available decisions Importantly, our findings suggest that variations in the 
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way information is communicated by health practitioners can influence such decisions, even 
after personal preferences are accounted for. 
Although participants were recruited from a variety of sources, participation in this 
study was limited by online recruitment methods, thus restricting the sample to women with 
Internet access. Together with the inclusion of women beyond childbearing age, this bias 
reduces the generalizability of findings to the wider population of childbearing women.  
Furthermore, whereas manipulating health practitioner communication experimentally 
allowed us to isolate the influence of specific variables, it also limits the conclusions that can 
be drawn from our findings.  Effects of directive information provision on women’s 
preferences for intervention in the real world may differ from the findings of this study, 
especially if the information that they receive is directive in more than one way (e.g., 
selective provision of outcome information or emphasizing one care option as more desirable 
than another), or other external influencing factors are present (e.g., social and/or emotional 
factors).  
Our finding that variations in level of involvement in decision-making did not influence 
women’s preferences may have been due to the inability for this variable to be successfully 
manipulated in a hypothetical context. Future research should examine what directive 
information provision and compliance can look like in clinical practice when not 
experimentally standardized, to identify aspects of health practitioner communication that are 
most influence women’s decisions.   
It is important to acknowledge that to maintain a conversational feel with adequate face 
validity and minimize participant burden, even our study condition with the most complete 
set of information (nondirective choice) did not satisfy universal standards for information 
provision to enable informed decision-making (33). Qualitative findings highlighted many 
women’s awareness of such limitations in information provision and made suggestions for 
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additional information to be included, such as alternative methods of induction and additional 
risk outcome information.  
Clinical Implications and Future Directions 
Our main finding, that variations in caregiver communication influenced women’s 
preferences for induction, suggests that policies and routine practices in information 
provision among different practitioners may partially explain differences in rates of induction 
for prolonged pregnancy in actual practice. We found that regardless of women’s preferences, 
and even after accounting for the significant effects of views on childbirth medicalization and 
trust in doctors, there was a significant and comparable effect of the way information was 
communicated on preference for induction for prolonged pregnancy. Although somewhat 
lacking in ecological validity, our experimental approach can be credited for allowing us to 
control for individual patient factors to highlight the potential influence of caregiver 
communication.  
It would be valuable to employ a similar experimental approach to investigate other 
preference-sensitive decisions women may face during pregnancy and birth, such as cesarean 
delivery (elective/planned and after a previous cesarean) and pain management during labor.  
This approach would not only add to professional knowledge of how women make important 
health decisions during pregnancy, but may also encourage the development of further 
research on improving patient-caregiver communication in a wide range of clinical settings.  
In line with this approach, it is widely accepted that strategies that can improve the 
quality of information provided to childbearing women are crucial to enable their 
involvement in maternity care decision-making.  Patient decision aids are one strategy shown 
to be effective for increasing consumer knowledge and reducing consumer decisional conflict 
and passivity in decision-making (14).  Decision aids for specific maternity care decisions 
have already been developed and some are publicly available, including a decision aid for 
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induction of labor (34).  Our qualitative findings provide further support for the need of such 
tools, by contributing to a consistently emerging finding that women desire more 
nondirective and comprehensive information on induction (6). However, both practical and 
ideological barriers to their effective use (35, 36) highlight the need for adaptations and 
implementation strategies that can better integrate these tools into routine clinical practice. 
Conclusions 
This study identified the potential effects of one form of biased communication, directive 
information provision, on women’s preferences for induction for prolonged pregnancy.  In 
addition, many women appear to be unaware of the information necessary for informed 
decision-making to take place, suggesting that poor communication in real-life situations may 
be more prevalent and perhaps more problematic than has been previously thought.  
Together, these results highlight the need for continued development of strategies to facilitate 
women’s effective involvement in decision-making in maternity care settings. In particular, 
these findings provide a focus for improving one specific aspect of health caregiver 
communication -- nondirective information provision -- to enable women to make informed 
decisions about their care in pregnancy, labor, and birth.  Both women and their caregivers 
will benefit from consultations and care in which mutual trust and respect is paramount, and 
women have the capacity to make the choice that is best for them. 
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Table 1 
Health practitioner communication in each experimental condition 
 Experimental Condition 
Scenario 
Characteristics 
Nondirective 
Choice 
Nondirective 
Compliance 
Directive 
Choice 
Directive 
Compliance 
Information 
Information on the 
possible benefits of 
induction  
    
Information on the 
possible risks of 
induction  
    
Role in decision-making 
Encouragement to 
consider both 
induction and 
alternative 
    
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Table 2 
Comparison of study sample with all Australian birthing women in 2007 
Demographic Variable 
Current 
Sample 
(n = 595) 
Australian 
Birthing Women 
in 2007 
(N = 289,496)c 
Test of Differences 
Age (yr) (mean) 
                      (range) 
32.6 
19-71 
29.9 
<15-56 
t (592) = 9.09, p<.001 a 
 
ATSI status  0.8% 3.8% χ 2 (1) = 14.15, p<.001 b 
Australian born  78.8% 75.2% χ 2 (1) = 2.97, p = .085 a 
At least one previous birth  79.3% 58.4% χ 2 (1) = 111.15, p<.001 a 
Note. at-test; bchi-square test; cAustralia’s Mother’s and Babies 2007. 
ATSI = Aboriginal or Torres Strait Islander. 
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Table 3 
Preferences for induction by experimental condition  
Experimental Condition No. Preferred Induction 
 
Nondirective choice 
 
150 
 
33 (22.00%) 
Nondirective compliance 151 27 (17.88%) 
Directive choice 148 60 (40.54%) 
Directive compliance 146 71 (48.63%) 
Total 595 191 (32.10%) 
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Table 4 
Predicting Preferences for Induction: Multiple Analyses 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Effects 
Odds Ratio 
(OR) 
95% 
Confidence 
Interval 
Wald Chi-
Square 
p 
Univariate main effects     
Information 3.20 2.22-4.61 - <0.001 
Role in decision-
making 
1.10 0.77-1.60 - ns 
Prior knowledge 2.67 1.26-5.68 -   0.01 
Views on childbirth 
medicalization 
13.36 5.82-30.67 - <0.001 
Trust in doctors 6.87 2.88-16.39 - <0.001 
Multivariate main effects     
Information 5.21 3.21-8.44  <0.001 
Prior knowledge 0.82 0.50-1.33  ns 
Views on childbirth 
Medicalization 
8.02 4.96-12.95 - <0.001 
Trust in doctors 4.47 2.72-7.37 - <0.001 
Interaction effects     
Prior knowledge - - 0.51 ns 
Views on childbirth 
Medicalization 
- - 0.13 ns 
Trust in doctors - - 4.63 0.031 
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Fig. 1. Preferences in favour of induction by information provision and role in decision-
making 
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Fig. 2 (a & b). The association between information provision and role in decision-making 
for those with (a) low and (b) high trust in doctors 
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<<Copy Editor:  Appendix A material is for online publication>> 
Appendix A – Scenario Details 
Information – Directive 
Jessica, your pregnancy is currently at 41 weeks. We offer labour inductions to women between 41 
and 42 weeks gestation as the chance of infant death increases after 42 weeks.  Having an 
induction at 41 weeks, compared with not having an induction, is also associated with a reduced 
rate of meconium aspiration syndrome.... (Refer to Methods section for further condition details.) 
Information – Nondirective 
Jessica, your pregnancy is currently at 41 weeks.  First, keep in mind that the 40 week due date 
you are given is just an average duration for pregnancies and that it is normal for women to vary 
from this. There is also error involved in calculating estimated due dates. 
We offer labour inductions to women between 41 and 42 weeks gestation as the chance of infant 
death increases after 42 weeks. Current research tells us there is a 0% infant death rate for women 
who have an induction of labour at 41 or 42 completed weeks of pregnancy, and less than a 1% 
infant death rate for those who are not routinely induced at this time, but are closely monitored. 
Having an induction at 41 weeks, compared with not having an induction, is also associated with a 
reduced rate of meconium aspiration syndrome.... (Refer to Methods section for further condition 
details.) 
 It is also important to inform you of the various risks that go along with having an induction of 
labour and its associated procedures...... (Refer to Methods section for further condition details.) 
Sometimes an induction of labour is not successful, and if monitors detect that your baby is at risk, 
you will probably be taken in for an emergency caesarean section. 
Role in Decision-making – Compliance 
I can organise to book you in for an induction in the next day or two if you like? 
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Role in Decision-making – Choice 
If you choose not to be induced at this point, we can organise to monitor your baby’s heartbeat and 
conduct ultrasound scans to measure your amniotic fluid levels at twice weekly appointments, in 
order to detect any problems if they should arise. 
I encourage you both to go away and consider your options and let me know what you decide is 
right for you and your baby. I will support whatever decision you make. 
 
 
